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INTRODUCTION
Nurse profession is currently a profession that has a very high legal risk. in carrying out nursing care the need for documentation so that it can become documentation of evidence in court, The standard of nursing care is a measuring tool to maintain and improve the quality of nursing care. The standard serves as a measuring tool for knowing, monitoring, and concluding whether nursing care services held in hospitals have followed and fulfi lled the requirements set by these standards (4). 
MATERIALS AND METHODS
This research is a quantitative descriptive study, which is a study to describe the characteristics of subjective populations by using descriptive statistics in the presentation of the data, carried out in a retrospective manner on nursing care documentation (10).
Sampling with cluster random sampling technique, which is by grouping sample techniques by region or population location, how to calculate for sampling with a population of more than 1,000, the formula for determining the minimum sample size in this population uses the formula 10% -20% of the population Based on Table 1 shows a total of 86 documents (77.5%) complete and 25 documents (22.5%) incomplete. Table 4 shows that the act of formulating an actual or potential nursing diagnosis is the most incomplete action performed by the nurse, which is 5 documents (4.5%). Based on Table 7 it is known that the documentation Complete category nursing action is 51 documents (45.9%), and incomplete about 60 documents (54.1%). Based on Table 8 shows that the actions taken by nurses referring to the treatment plan are the most incomplete actions, namely as many as 38 documents (34.2%). Based on Table 9 , there are 85 documents (76.6%) were complete and 26 documents (23.4%) were incomplete. Table 10 shows that evaluation refers to the objective is the activity most often not carried out, namely there are 25 documents (22.5%) incomplete. Based on Table 11 shows that 50 documents (45%) complete nursing records and 61 documents (55%) are incomplete.
RESULTS AND DISCUSSION
Based on Table 12 shows that 32 documents (28.8%) records have not been carried out according to the actions taken, and 49 documents (44.1%) nurses have not specified the initial name, and the date or time of each action. 
